Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

City of Austin: HMO Plan

Coverage Period: 01/01/2021 — 12/31/2021
Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-888-907-7880 or at

www.bcbstx.com/coa For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-756-4448 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

$0

Yes. All services are covered before you meet
your deductible.

Yes. $50 prescriptions drugs preferred (Tier 2)
and non-preferred (Tier 3). There are no other
specific deductibles.

$4,500 Individual / $8,000 Family.

Premiums, balance-billed charges, and health
care this plan doesn’t cover

Yes. See www.bcbstx.com/coa or call
1-888-907-7880 for a list of network providers.

Yes. All specialist visits require a written PCP
referral unless it's for an OB/GYN or for

emergency care.

See the Common Medical Events chart below for you costs for services this plan
covers.

This plan covers some items and services even if you haven'’t yet met the
deductible amount. But a copayment or coinsurance may apply. For example, this
plan covers certain preventive services without cost sharing and before you meet
your deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit

You pay the least if you use a provider in Tier 1. You pay more if you use a Tier 2
provider. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and
what your plan pays (balance billing). Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check with your
provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May
Need

Tier 1 In-Network Provider

What You Will Pay

Out-of-Network

Provider (you will

Limitations, Exceptions, &
Other Important Information

If you visit a
health care

provider’s office
or clinic

If you have a test

If you need
drugs to treat
your illness or
condition

More information
about

prescription

drug coverage is
available at

www.bcbstx.com/c
0a

Primary care visit to
treat an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Generic drugs (Tier 1)

Preferred brand drugs
(Tier 2)

Non-preferred brand
drugs (Tier 3)

Specialty drugs

(you will pay the least)

$10 copay/visit

$35 copay/visit

No Charge

No Charge

$150 copay

retail: $10 copay

mail: $30 copay/prescription;
deductible does not apply
retail: 20% coinsurance

min $35 / max $70

mail: 20% coinsurance

min $105 / max $210
Iprescription

retail: 20% coinsurance
min $55 / max $110
mail: 20% coinsurance
min $165 / max $330
Iprescription

$10/20%/20% coinsurance,
min/max per prescription as
listed above

Tier 2 In-Network Provider

$25 copay/visit

$55 copay/visit

No Charge

No Charge

$150 copay

retail: $10 copay

mail: $30 copay/prescription;
deductible does not apply
retail: 20% coinsurance

min $35 / max $70

mail: 20% coinsurance

min $105 / max $210
Iprescription

retail: 20% coinsurance
min $55 / max $110
mail: 20% coinsurance
min $165 / max $330
Iprescription

$10/20%/20% coinsurance,
min/max per prescription as
listed above

pay the most)
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/coa.

Virtual Visits through MDLive
$10 copay/visit; general and
behavioral health.

None

You may have to pay for services
that aren’t preventive. Ask your
provider if the services needed
are preventive. Then check what
your plan will pay for.

None

Preauthorization required.

Prescription drug deductible
(doesn’t apply to generic drugs):
$50 Individual

Retail covers a 31-day supply. Mail
order covers a 90-day supply.
ACA $0 Preventive Drug List
medications are covered at no
cost.

Specialty drugs must be obtained
from In-Network specialty
pharmacy provider. Mail order is
not covered.
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Common
Medical Event

Services You May
Need

Tier 2 In-Network Provider

What You Will Pay

Tier 1 In-Network Provider
(you will pay the least)

Out-of-Network
Provider (you will

Limitations, Exceptions, &
Other Important Information

Facility fee (e.g.,

pay the most)

facility services

El},tgﬁt?::te ambulatory surgery $750 copay/admission $1,000 copay/ admission Not Covered None
center)
surgery Physician/surgeon fees | No Charge No Charge Not Covered None
Emergency room care | $250 copay/visit $250 copay/visit $250 copay/visit
LT 162 Emergency medical cc;)on\/lgrigggf-g(fi\;\l?j\:vvéiss "
immediate PE— rtat\ilon $200 copay/service $200 copay/service $200 copay/service —_—
medical attention —2n>poraiion
Urgent care $45 copay/visit $45 copay/visit Not Covered None
Facility fee (e.g., . o N .
If you have a hospital room) $1,500 copay/ admission $2,500 copay/ admission Not Covered Preauthorization required.
hospital stay
Physician/surgeon fees | No Charge No Charge Not Covered None
If you need Outpatient services $10 copay/office visit $10 copay/office visit Not Covered None
mental health,
behavioral
health, or
substance abuse | Inpatient services $1,500 copay/ admission $1,500 copay/ admission Not Covered Preauthorization required.
services
Cost sharing does not apply for
. $10 PCP / $35 SPC $25 PCP / $55 SPC preventive services. Depending
Dl copay/visit copay/visit Mol Garre on the type of services, a
copayment or coinsurance may
If you are apply. Maternity care may include
Childbirth/delivery tests and services described
pregnant professional services No Charge No Charge Not Covered elsewhere in the SBC (i.e.
ultrasound).
Gl el EliERy $1,500 copay/ admission $2,500 copay/ admission Not Covered Preauthorization required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/coa.
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I What You Will Pay

Common Services You Mav Need Tier 1 In-Network Tier 2 In-Network Out-of-Network Limitations, Exceptions, & Other
Medical Event y Provider (you will : Provider Provider (you will Important Information

pay the least) pay the most)

Limited to 120 visits per calendar year.

Home health care $30 copay/visit $30 copay/visit Not Covered Preauthorization required.
Rehabilitation services $45 copay/visit $45 copay/visit Not Covered Preauthorization required. _
In-home speech therapy Tier 1 & Tier 2
If you need help — : — — $55 copa
recovering or Habilitation services $45 copay/visit $45 copay/visit Not Covered copay.
have OI“'l]e" " Limited to 60 days per calendar year
special healt : . . . outpatient only — inpatient services are
e Skilled nursing care $25 copay/visit $25 copay/visit Not Covered unlimited.
Preauthorization required.
Durable medical equipment No Charge No Charge Not Covered None
Hospice services No Charge No Charge Not Covered None
$25 Optometrist / $25 Optometrist /
. Children’s eye exam $45 Ophthalmologist | $45 Ophthalmologist | Not Covered None
If your child copay/visit copay/visit
needs dental or
eye care Children’s glasses Not Covered Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered Not Covered None

Excluded services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Infertility treatment ¢ Routine foot care (except with diagnosis of diabetes)
o Cosmetic surgery e Long-term care o Weight loss programs
o Dental care (Adult and children) e Private-duty nursing

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery (only at St. David’s Medical e Hearing aids (1 pair per 48-month period) ¢ Routine eye care (Adult)

Center; limit 1 per lifetime) « Non-emergency care when traveling outside the U.S.
e Chiropractic care (limited to 20 visits)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/coa. Page 4 of 6
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-888-907-7880, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
X61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of Texas at 1-888-907-7880 or visit www.bcbstx.com/coa, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the Texas Department of Insurance's Consumer Health Assistance Program at 1-800-252-3439 or visit www.texashealthoptions.com.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-907-7880.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-907-7880.
Chinese (11 32): AR FE LD, FRITIXASH5 1-888-907-7880.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-907-7880.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

-
J’v‘ ] R
L J

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow

M The plan’s overall deductible $0
M Specialist copayment $35
M Hospital (facility) copayment $1,500
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost sharing

Deductibles $0

Copayments $1,800

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,860

M The plan’s overall deductible $0
W Specialist copayment $35
W Hospital (facility) copayment $1,500
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost sharing

Deductibles* $50

Copayments $300

Coinsurance $600

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $970

up care)
M The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) copayment $1,500
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost sharing
Deductibles $0
Copayments $1,000
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,000

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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@ BlueCross BlueShield of Texas

If you, or someone you are helping, have guestions, you have the night fo get help and information in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.

Ay gall i o) e (€0 A s D piae Al gela o Snall edlaall dans B o eadl g ps8 aa e ) oaill AEE A 1 pa e elinl Ay p el Cile glaall 5 Sacluall o (Jpeaall 2 5l el Al sae Ll asd gal gl el S o)
Arabic B55-T10-6984 to Joais A8l0ay Sllai Y
1L ks NRE, EEERENAE S, HEAER SHEN B ENEREEREDAAE . AE—iEEE BHENEENTEFEENEFRBERRE. NRETRETE. sEA7y
Chinese S-F. (EBE 855-710-6984.
Francais Sivous, ou quelgu'un gue vous étes en frain d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et information dans votre langue & aucun colt. Pour parler & un interpréte, composez le numéro du service
French client indigué au verso de vofre carte de membre. Si vous n'étes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in [hrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
oLl ol cual wsten all uee 590 2an sla Bl 51 ol caltaal Aol Wu. geulan wEl ald s2al W2, duRl deaue=l siéadl wen sl ouss Ael o2 uz siet 520 %l
Gujarati B, MEAUE =l H2lelell Slol, waial wiu={l Wi 51§ -2l dl 855-710-6984 -1z U2 Slct 530
&dr e AT, AT HTT ToTHeh! FEIaal &1 16 & 36, T &, O AT T1T AT 31 T -2 GETaar AT STTehr S Fitet o ATUw & | T Hejarges 8 a1 @is & (o1, 39 Haed @ & 9
Hindi 2w #10 G TaT Add 9T Fiel i | AT 3T TEET 6T &. AT HTh I 1S a1 &. ol 855-710-6984 TT i el i |
q s IHEAE. TR SEROFORIVOAFTE., THEAZEwWE LS, IHFHOHBTHA—PE£ZR L0, BHReAFLENFTEZ LM TEEZT. HELsrbD A, i
Japanese REBFHERZIBE, A A—F - FOBEOHARAT—H—ELA/BS L THEEMILEG. A2 A T20BEELEH—FE 65 To 041 855-7106984 2 THEFH L

EXE

=0 QHeF ot £ = Aokt &= MEQ 220 UNH HoI=E RS2 IS ESLH EZE Aol2 SHZ RS = U= 2N USUDLEE I ERAEH U=0H QHABSE
Korean SISt E A2 Z2 0| OtLIAIHLE FHEDH RS A X 855-T10-6984 S =2 HEF=HA L.
wez9ro | Haien § auiivisunadglonaugoacisNoanan. tpviiSocdmugoscds wor 2yvcivuwisizsgunlolosd D lgse chodusivurecuwz. loilvuacdaieids
Laofian nougmenhiddauigdostuagnesquion fhuauicsusznegn. § 0500, loilvmacs 855-710-6984.
Diné T'aa n1, ¢i doodago 1a’da bika ananilwo'igii. na'iditkadgo, ts"ida bee na ahoéti'1” t"aa nilk'e nika a’doolwol. Ata® halne'i bich'1" hadeesdzih ninizingo &i kwe'¢ da’iniishg: aka anidaalwo igii bich'1"
Navajo hodiilnih, bee nééhozinii bine'déé” bikia’. Koji atah naaltzoos na hadit'éégéd ¢ doodago bee nééhézinigii Adingo koji* hodiilnih 855-710-6984.

vy Lad Uy pume IS Culy 348 (o) s lad 4y (g 0e Cilasd U o aleT s e S L BSE Cagn alad il o Gile Skl 5SS B el casn G448 1 ol G candl BT D i€ e Sl s et aS S dad B
Persian e Joala galad §55-710-6984 o lad L cx jlad Cugeie G L cafiiant goe E1 a8 el ol na g g
Pycorui Ecnu y BAC MNK YENOBEKa, KOTOPOMY Bl NOMOTSTE, BO3HWENM BONPOGCHI, ¥ BAG £CTh NPaso Ha BECNNaTHY0 NOMOLLE ¥ MHDOPMALMI0, NPENOCTABNEHHYK HA BAlLEM A3bKe. YToBEI NOTCBOPHTE G NEPEECAYMKOM, NOIBOHHTE
Russian B 0TOen obCny®MEaHKA KNWEHTOR No TenedioHy, yrazaHHoMY Ha obpaTHOR cTopoHe Balled KapToukK yUACTHWES. Ecnn Bel HE ABNAETECE YUACTHMKOM MMM Y BAC HET KAPTOUKW, NOZBOHKTE No TenedioHy 835-T10-6984.
Espaficl Bi usted o alguien a gquien usted esta ayudando tiene preguntas, fiene derecho a obfener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comunigquese con el nimero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. 5i usted no es miembro o no posee una tarjeta, llame al 855-710-6984.
Tagalog Kung ikaw, o ang isang taong iyong finufulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-T10-6984.

32 P L e s Il A L R g s B e P PSR TR e

Urdu S IS 5 855-T10-6984 « 58 2 ot SIS iy S bepm o e Bz p pom <3S
Tiéng Viét NEéu quy vi hodc ngwéri ma quy vi gidp d& cd bat ky cdu hdi ndo, quy vi cd quyén dugc ho tre va nhan thing tin béng ngén ngiF cla minh mién phi. D& nai chuyén véi thng dich vién, goi s0 dich vu khach
Vietnamese hang nam & phia sau thé hdi vién cla quy vi. Néu quy vi khdng phai 1a hdi vién hodc khdng cd thé, goi 56 855-710-6984.
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Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

300 E. Randolph St.
35th Floor

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hcsc.net

Chicago, IL 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201

Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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